Among the chronic psychotic patients treated in the community there are many who cannot be reached with the traditional forms of psychotherapy. Most of them are schizophrenic individuals who had spent years in mental hospitals. They vegetate in isolation, avoid human contact, and respond in monosyllables when spoken to. Their continued stay in the community depends largely on neuroleptic medication. For this they come to the clinic once a month, see a pychiatrist for a few minutes, and receive their prescriptions. While this treatment may keep them out of hospitals, it allows them only to continue their lonely existence.
In an effort to involve these patients in interpersonal experiences, I began, in 1963, to see them in groups of about ten and give them their prescriptions during these meetings (I). I have found that the group experience has been of greater benefit to the patients than the brief individual contacts had been.
Each group meets once a month for I to I 1/2 hours and is conducted by a psychiatrist, either alone or with a social worker. Towards the end of the session the psychiatrist writes the prescriptions while the patients continue to talk.
The term "group pharmacotherapy" is used to distinguish this approach from the usual group therapy in schizophrenia, where the emphasis is on psychotherapy, with sessions at least once a week. The patients described here have been found unreceptive to any form of therapy that involves them Can. Psychlatr. Assoc.J. Vol. 23 (1978) 97 with others. As one might therefore expect, in the early sessions there is no interaction and progress is slow. To forestall feeling discouraged, I have found it useful to fortify myself with the thought that what we all have in common as human beings is more than what separates us, or, as Sullivan (3) said, "We are all much more simply human than otherwise." The patients have a potential for growth. While their dependency needs must be satisfied, they must also be made to realize that they have resources of their own. My plan is to get them first to talk, then to express feelings, eventually to recognize and modify inappropriate feelings and, as a result, change their behaviour.
Method
Already in the early group sessions patients reveal aspects of themselves that remain hidden in brief one-to-one contacts. For instance, in her second session a woman with auditory hallucinations, who had appeared to be out of touch with reality, made some comments about television commercials, surprising the therapist not only with her awareness of reality but also with the quality of her judgment.
When the patients begin to talk in the group, they address only the therapist, because they expect help from no one else. It takes many months of persistent urging and guiding to get them to talk to one another. By asking them to talk "to all of us" and by inviting responses from the group I want to transmit to the patients my regard for them as human beings, my belief that they have something to contribute and are not totally dependent on me. With few exceptions, anything the patient has to say may be explored in the group, be it a question about medication or a request for social service assistance. For example, a man asked the social worker for car fare to an agency to get some information. The group suggested that he could get the information by CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 23, No.2 telephone, at a saving in time and money. To the patient it was more acceptable that the advice came from fellow patients rather than from the social worker, whose suggestion he might have interpreted as rejection. For the other patients it was therapeutic to feel that they could be helpful to somebody (2) .
When a patient responds to what another patient has said, I show my satisfaction and appreciation, thus reinforcing the desired behaviour. Whenever appropriate, I express my own feelings in order to give the group a model for human interaction. This leads into the next treatment phase, where the aim is to get the patients to express feelings. Since they do not show feelings spontaneously, the therapist has to ask them specifically about their reactions to whatever is going on in the session. Frequently an ongoing conversation is interrupted by a patient who, uninvolved in what is being discussed, brings up a problem of his own. To discourage this without making the patient feel rejected, I may say, "We'll come back to what you asked, but I am interested in how you feel about what John has just told us." If a patient is consistently silent, I ask him directly about his feelings, and when the whole group is silent, I "go around" to obtain a statement from each member.
After many months, when the patients have learned to interact, the group becomes more cohesive and we may begin to recognize group themes. By verbalizing them for the patients we can make them feel that someone has understood them -a valuable new experience. When these individuals begin to express feelings, they have given up the powerful inappropriate feeling that the show of emotion is dangerous. If, as a result, they are able to have some kind of relationship with others, a significant change will have occurred in their lives.
Results
.A few patients seem to come only for their prescriptions; they remain withdrawn and show no improvement. But psychotic decompensation is rare and, as a rule, occurs when patients neglect to take their medication. When hospital ization is necessary, the other group members send get-well cards and on the patient's return, welcome their companion back with considerable warmth.
As this attitude indicates, most patients have improved. To express the results in precise figures would be misleading because, with patients entering and leaving the groups at various times, the differences in the length of treatment for each patient are too great to allow any comparison. But one can notice a shift from the patients' exclusive preoccupation with themselves towards an interest in others, including the therapists. When someone brings up a problem, others are eager to help. A few vignettes illustrate VJe progress.
In the first session after the therapist's summer vacation, a woman in the group said: "I feel good. The heat is gone, the air is fresh, there is a cool breeze, everything looks good. What I am trying to say, Doctor, is, we are glad you are back." Before coming to the clinic, this woman had spent several years in mental institutions and had had a prefrontal lobotomy.
In another session, a schizophrenic man who had made a marginal adjustment talked in a rambling, disconnected manner. The other patients were alarmed and tried to talk with him. One of them, Martha, was persistent. "I am worried about George," she said, "and I want to find out what happened." She did find out that George had, on his own, stopped taking his chlorpromazine. Martha had been extremely self-centred, unable to get involved in any topic other than herself. Her concern for somebody else was remarkable, as was the concern of the rest of the group and their joy when, four weeks -and several grams of chlorpromazine -later, George was his former self again.
The changes in the group reflect the changes in the patients' daily lives. Because of their contact with people, most patients find life more pleasant. They have gained strength to cope with adversities. One woman aged 56 is an example. On joining the group she had seemed unable to manage for herself and was clinging to her husband like a helpless child. Gradually she became more outgoing and self-reliant. When her husband developed leukemia, she bore her concern over his illness and her sorrow over his death with courage and fortitude. She herself had this to say about her progress: "I was alone, I didn't talk to anybody. In the group I started to talk because I saw that the others did. Now at home, too, I talk to people. I also have a friend now. I didn't have any friends before."
While not all patients have improved as noticeably as this patient has, most of them show some improvement. An occasional patient has gone back to work. A few others began vocational training or tried to work but could not tolerate the pressure. Most patients have been incapacitated for so long that they feel no incentive to seek employment, particularly the individuals near or past age 60, who make up about 50% of the groups. They keep themselves occupied by taking care of their households, running errands, or helping sick neighbors, but for a livelihood they depend on public assistance. Thus there are limits to what group pharmacotherapy can accomplish, limits set by the severity of the illness. But pharmacotherapy alone would, at best, only keep the patients out of the hospital. Pharmacotherapy in a group leads them to feel that someone cares about them. And as this feeling grows, a new feeling emerges: they care about someone.
Summary
A method is described in which regressed schizophrenic patients on maintenance doses of neuroleptics receive their prescriptions in a group setting. Guided by the therapist, they learn to experience the give-and-take of interpersonal relationships. The result is a shift from the patients' preoccupation with themselves towards an interest in other people. While only a few patients have improved sufficiently to be able to work, the group experience has helped most participants by leading them towards involvement with other people.
